T he preceding articles by Dr Rob Whitley and colleagues 1 and by Dr Eric A Latimer and colleagues 2 review 2 critical aspects of evidence-based mental health (EBMH): incorporating recovery ideology and cultural diversity into research-supported practices. Striving for more effective mental health care will entail addressing these and other challenges. As the US Institute of Medicine 3 described the situation, "This gap between what can and should be and what exists is so large that . . . it constitutes a chasm." p 30 In this editorial, we identify 4 other contextual aspects of offering EBMH: practice implementation, decision making, program management, and systems oversight. For each, we describe the issue, the current state of mental health services, and possible future directions.
Evidence-Based Practice Implementation
Clinicians and program leaders want to support the recovery of their clients by offering practices that consistently promote the outcomes their clients seek. However, even for motivated implementers, the process of establishing a new evidence-based service is complex. 4 Important facets of implementation outcome include practice acceptability, appropriateness, fi delity, affordability, and penetration. 5 Current approaches to implementation encompass a combination of manuals, fi delity reviews, learning collaboratives, and regional technical assistance centres. 6 Technical assistance centres are at the heart of efforts in most regions. Consultants in these centres provide local programs with administrative guidelines and advice, training of new clinicians, ongoing supervision by telephone, and regular visits to monitor progress and suggest further strategies. 7, 8 This approach has been moderately successful 9 and has qualitative research support. 7, 10, 11 However, the science of implementation is very young-the fi eld needs rigorous evidence regarding implementation strategies. 12 Emerging strategies for getting evidence-based practices (EBPs) to those who need them emphasize information technology, such as distance learning, telemedicine, computerized self-treatment, and electronic decision supports. 13 In theory, electronic systems can incorporate evidence-based guidelines, individual tailoring (now called personalized medicine), and training for clinicians while they are providing services. 14, 15 Further, electronic records permit direct measurement of aspects of implementation, such as screening and practice penetration (the per cent of people who get a needed screening or service).
Evidence-Based Decision Making
High-quality health care decisions integrate patient preference, clinical judgment, and the constantly expanding corpus of scientifi c knowledge. 3 Nevertheless, today most decisions rely on clinician judgment alone. Few practice sites routinely ask patients about their preferences. 16 The scientifi c knowledge base is accessible, but using it requires a systematic approach to framing the clinical question, fi nding the current research, evaluating the quality of the research, deciding if the research applies to the current patient and situation, and using the research in a process of shared decision making. 17 Mental health practitioners can master the techniques of evidence-based decision making, 18 but several common barriers reduce their use in everyday practice; for example, time constraints and lack of computer access. The fundamental challenge is to get patient preference, health status (symptoms, function, and side effects), and the relevant scientifi c evidence to the patient and the clinician in understandable formats at the time when a decision needs to be made. 19 To have direct impact on routine care, the clinician and the patient would need to be able to enter the patient's personal data, specify the question, and access the relevant evidence immediately. This kind of access to patient-relevant, up-to-date science is impossible now because current methods for asking and answering the questions are too complex and time-consuming for most real-world settings. Potential solutions here, too, rely on information technology. Emerging comprehensive decision support systems can bring the required perspectives together and facilitate shared decision making. 14, 20 For example, a patient could get current scientifi c information on conditions and alternative treatments and enter information on current status, goals, and preferences electronically prior to a mental health visit. The electronic medical record could integrate this new information with personal medical characteristics, history of treatment, and updated scientifi c research to produce a synthesis of treatment options with personalized risks. The offi ce visit could then focus on understanding the information and making an informed choice and specifi c treatment plan. 
Evidence-Based Program Management
Clinical administrators want to manage their programs so that they provide the most effective services possible. Doing so requires measurement both of clinical processes, such as fi delity reports, and of patient outcomes, such as symptom improvements or employment rates. Systematic measurement is the sine qua non of quality and effectiveness.
Nevertheless, in nearly all US mental health settings, managers do not have adequate data. Typically, they have data on productivity but not on processes and outcomes. In part, the failure is due to emphasis on productivity and feefor-service reimbursements.
Systems are now being developed to measure clinical processes and outcomes. The most promising sources are administrative data drawn from an electronic medical record and electronically gathered patient self-reports. 22, 23 Administrative data, such as the percentage of people on antipsychotics whose glucose is being monitored, can be drawn directly from an electronic record. Direct patient entry of symptoms, side effects, and function has been shown to be feasible and reliable. 24, 25 Patient data entry enhances effi ciency, bypasses the need for standardized clinician training and process compliance, and directly expresses the patient experience. 24, 26 Presented together in aggregate form, administrative data and patient-entered data could provide clinical leaders with the information they need to improve care. 12 To be sustained over time, the data must be collected automatically in the fl ow of daily clinical work. Data could highlight the differential effectiveness of clinics, teams, and individual practitioners, giving clinicians an opportunity to learn from each other and keeping providers accountable. Data could also identify dropouts, questionable practices, and clients who are not improving-all potential targets for quality improvement efforts.
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Evidence-Based Systems Oversight
Regional mental health authorities need data to manage their systems. Understanding mental health needs requires epidemiologic data 29 ; meeting these needs requires a balance of in-and outpatient services, with intensity in proportion to suffering and disability, and with workforce and services distributed equitably in relation to available resources. 30 These goals are practically impossible in a fragmented, chaotic mental health system driven by profi ts and provider preferences, such as exists in much of the United States. 31 Balanced, equitable, effective care may be more achievable in a managed care system, such as exists in Canada and Europe. 32 Data on the quality and outcomes of US mental health systems are largely unavailable. We cannot answer basic questions: Are we reaching the people with mental health problems who need services and providing them with appropriate levels of care? Do we know why many people with mental health problems avoid or drop out of services? How many people with mental health problems are functioning poorly or being shunted to homelessness, incarceration, substandard housing, and early mortality because they cannot access appropriate and acceptable services? In the absence of appropriate data, mental health administrators try to provide incentives for effective services but cannot assess quality and outcomes. 33 With better information technology infrastructure, a mental health system could be driven by data on quality and outcomes, as is happening for some health conditions in the Veterans Health Administration. 28, 34 Here are a few principles. First, the system would be driven by electronic information technology, which would automatically collate and summarize data on access, retention, quality, and outcomes. Process quality and outcome data are both necessary to avoid selection bias. 35, 36 Second, all people in need of services would be assigned to a medical home within an accountable care organization-one paid for providing quality and achieving outcomes rather than for amounts of service. 37 Poor performing agencies would be provided with technical assistance; for example, further training if an agency's clinicians were not following standards and achieving reasonable outcomes. Third, system managers could view real-time data on these parameters in relation to established benchmarks. Fourth, users of the mental health system (patients and families) would be involved in setting goals and reviewing quality and outcome performance. Finally, fi nancial incentives would be used to reinforce quality and outcomes, not units of service. All of these steps must be aligned to insure that the system is meeting prescribed goals and pursuing continuous improvements.
Conclusions
EBMH involves more than a commitment to EBPs. People who use the services, including those from minority populations, must be centrally involved in making decisions, at all levels, to insure that recovery processes and goals are honoured. Electronic medical records and other data systems must be used to facilitate, monitor, and reinforce quality and outcomes. Clinicians must be provided with ongoing training to implement evidence-based care, just as clinical and system managers must be helped to learn how to use data. System and program managers should be accountable for creating and maintaining a dynamic, evidence-based, patient-centred system that changes as needs and evidence evolve.
